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Last spring I had the privilege of presenting before the 
ophthalmological section of the Academy a patient who was 
suffering from a functional paralysis of several ocular muscles. 
The patient and the theme he suggested possessed more than 
a passing interest. Do functional affections of the eye occur 
frequently; are they hysterical or merely simulated; and how 
can they be differentiated from similar organic affections? 
These were a few of the questions demanding a solution. With 
some diffidence I accepted Dr. Gruening’s invitation to bring 
the entire subject before an assemblage of oculists and general 
practitioners, for the subject is beset by considerable difficulties, 
many of which can be overcome only by one better versed 
than I can claim to be in ophthalmic science. But I concluded 
to attempt the task, upon the reflection that neurologists evi¬ 
dently see the patients with functional eye conditions far less 

* Read before the New York Academy of Medicine (meeting in 
charge of Section on Ophthalmology), December 1st, 1898. 
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frequently than do the eye specialists, and the assistance of the 

latter will be sorely needed if the neurologist's studies are to 

be brought to a successful issue. I am anxious to establish the 

truth in this matter, not eager, however, to become the high- 

priest of hysteria. 

The subject is not altogether new, though it has appealed 

to a relatively small number of investigators. But the few 

have made themselves heard in vigorous and often vehement 

discussions. In 1878, Charcot1 described at some length the 

visual symptoms of hysteria, with special reference to muscular 

derangement. He was followed by Fere,2 Parinaud,3 Ballet,4 

Gilles de la Tourette,5 and others; most of these French writers 

discussing the ocular affections as mere incidents in the course 

of a general hysteria. 

In Germany, the French writings on ocular hysteria were 

received with considerable skepticism, and to this day many 

German authors cannot think of hysteria otherwise than in 

connection with simulation. A number of them have, how¬ 

ever, taken up the cudgels in defense of hysterial eye troubles. 

Manz,6 Struempell,7 Lowenfeld,8 Ziehen,9 Oppenheim,10 

Donath,11 and a score of others have reported cases of this 

description. At a recent meeting of German alienists and neu¬ 

rologists, some of these functional diseases were the subject of 

a lively controversy, Moebius12 defending the rather extreme 

view that there are no hysterical ocular palsies, and that ptosis 

even is never purely hysterical. But the majority were not in 

sympathy with this opinion. 

Oculists have remained much more skeptical than neu¬ 

rologists. But no one who reads the monograph of Wilbrand 

•Charcot, Progr. med., Jan., 1878. 
2 Fere Gaz, medicate 188 r. 
3 Parinaud, Annal. d’Oculistique, 1887; also vol. 96, 1886. 
4 Ballet, Rev. de Med., 1888. 
5 Gilles de la Tourette, “ Traite clinique et therapeutique de l’Hys- 

terie,” 1891. 
6 Manz. Berl. kl. Wochenschr., Nos. 2 and 3, 1880. 
7 Striimpell, Deutsche Zeitschr. f. Nervenheilk, 1892. 
8 Lowenfeld, u Neurasthente und Hysterie,” p. 402, Wiesbaden, 

1894. 
» Ziehen. Eulenburg’s Realencyclopadie, Vol. XI., p. 334, et seq. 

10 Oppenheim, “ Lehrbuch,” p. 738, et seq., 2d ed. 
n Donath. Verein der Aerzte zu Budapest, Nov. 28. 1891. 
12 Mobius, Arch. f. Psych., Vol. 31, p. 504. 
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and Saenger,13 the product of a fortunate co-operation between 

skilled specialists, can doubt the occasional occurrence of a 

variety of hysterical affections of the eye. Schmidt Rimpler, in 

his recent monograph, in Nothnagel’s system, is compelled to 

admit that some ocular affections are hysterical, though he is * 

one of those who incline to the opinion that it is our first duty 

in every instance to prove that the hysterical patient is not 

also a malingerer. 

Wilbrand and Saenger deserve especial credit for their at¬ 

tempt to show that ocular conditions which were supposed to 

be peculiar to hysteria occur also in other functional diseases 

of the nervous system, and are the expression of early func¬ 

tional exhaustion of the optic apparatus. Nervous asthenopia, 

which owes its origin to Beard, has been put on a firm basis 

by these German writers. Among Britsh authors who have 

studied the subject we are discussing, Bristow and Gowers 

may be mentioned as the most prominent. American writers 

have contributed relatively little, although Prince,14 Harlan,15 

Booth,16 S. W. Mitchell,17 Mitchell and de Schweinitz,18 

George J. Preston19 and Lloyd20 have considered various as¬ 

pects of this subject. 

I have thought it best to speak of “certain functional con¬ 

ditions" only, in order to be able to limit the discussion to a 

few questions of‘greatest interest. There is some satisfaction 

in being able to relegate muscular insufficiencies, the various 

“phorias,” and the mysterious influences they are supposed to 

exercise over functional nervous diseases, to the tender mer¬ 

cies of knowing and discriminating oculists. We will have 

none of it—at least not for the present. 

Hysterical palsies of the ocular muscles and hysterical 

amaurosis are the two subjects to which special attention shall 

be directed. It will contribute to a proper understanding of 

13 Wilbrand u. Saenger, “Ueber Sehstorungen,” Leipzig, 1892. 
14 Prince, Amer. Jour, of Med. Sc., 1897, Vol. 113, p. 157. 
15 Harlan, Trans, of the American Ophthalmol Assoc., Boston, 1885, 

p. 649. 
16 Booth, Trans, of Am. Neurolog. Ass’n., 1895. 
17 S. w. Mitchell, Am. Jour, of Med. Sc., 1893. 
18 J. K. Mitchell and de Schweinitz, Journal of Nerv. and Ment. 

Dis. 1894. 
19 Preston, 4< Hysteria and allied conditions/’ Philadelphia, 1897, 

p, 76. 
20 Lloyd. Dercum’s Text Book on Nervous Diseases, p. in. 
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the matter in hand if I may be allowed a few words on our pres¬ 

ent conception of hysteria. Neurologists have advanced far be¬ 

yond the stage when medical men spoke of hysteria simply be¬ 

cause the disease or the condition did not appear to be any¬ 

thing else, thus using the word frequently as a mantle to cover 

up their ignorance. It was the fashion of old to diagnosticate 

hysteria by exclusion. Nowadays we recognize the disease by 

symptoms so positive that we can assert that the condition must 

be hysteria and can be nothing else. The attempt to define the 

disease has not been altogether successful. It has led to a di¬ 

vision of writers into several distinct groups. On the one hand, 

it is classified among the general neuroses which are charac¬ 

terized by a distinct, though functional, derangement of the 

entire nervous system, a derangement due primarily to in¬ 

creased irritability and weakness of the more important nerv¬ 

ous centers. Its chief ally in this group would be neuras¬ 

thenia. In the opinion of others, chiefly of the French school, 

hysteria is essentially a psychic derangement, depending upon 

the disturbed function of the highest cortical centers. Moebius 

would include under this term all morbid physical conditions 

dependent upon concept. A third group of writers are con¬ 

tent to call hysteria a psycho-neurosis. I am inclined to 

the belief that while there is a strong psychic basis for 

the development of hysteria, and while many of the phe¬ 

nomena can only be explained upon the supposition of the 

abolition of cortical influence, the important part played by 

pure exhaustion should not be overlooked. The truth of this 

is brought home to us by the common experience of many 

hysterical patients who present distinct neurasthenic symp¬ 

toms. 

Whichever definition we may adopt, the fact cannot be de¬ 

nied that in hysteria there are abnormal perceptions and con¬ 

cepts; peripheral stimuli are often not perceived, as they are 

in the normal cortex; and the abnormal conditions of the 

highest nerve centers exert their influence over somatic states. 

Sub-conscious and non-volitional actions are less subject to 

hysterical derangement than are distinctly volitional and pur¬ 

posive movements. Individual ocular muscles are, as is well 

known, subject to the will, but the exquisite adaptation of 
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ocular movements to their special ends is less under the con¬ 

trol of the will than other physical actions are, as is evident, 

among other things, from the fact that in the dissolution im¬ 

mediately preceding death the ocular mechanism is almost the 

last to suffer, and the ominous rolling upward of the eyes is 

often synchronous with the last gasp. On the other hand, 

the relation of the eye movements to emotional conditions is 

well known. The great artists of all ages from Raphael down 

have appreciated this fact. It would be surprising, indeed, if 

the emotional disease par excellence were not at times distin¬ 

guished by ocular derangement. 

When hysteria affects peripheral parts of the body we may 

have sensory or motor disturbances. Anesthesia or hyperes¬ 

thesia, palsy or spasm, are the symptoms, varying according to 

the predominance of a condition of irritability or of weakness 

in the motor or sensory nervous system. Hysterical affec¬ 

tions are so manifold that they may be said to simulate almost 

any organic disease. However widely we may differ as to the 

theories regarding the disease, we must be entirely agreed as 

to the chief symptoms. These are: 

1. An altered mental state—above all, an increased 

emotional condition. 

2. Palsies, with or without contractures. 

3. Subjective and objective disturbances of sensation (hy¬ 

peresthesias and anesthesias). The latter may appear under 

the guise of an hemianesthesia, often involving the special 

senses, or of a regional, segmental, or “patchy” anesthesia. 

4. Hysterogenic zones. 

5. Typical convulsive attacks, occurring at irregular in¬ 

tervals. 

All these symptoms are variable, and are particularly sub¬ 

ject to suggestion by others, or to auto-suggestion. 

With reference to the hysterical conditions of the eye, it 

is most important to look for the more important stigmata of 

hysteria, since the diagnosis may depend, to a very large de¬ 

gree, upon the presence or absence of such indubitable hysteri¬ 

cal phenomena. It is scarcely necessary to add the caution that 

an hysterical subject may develop an organic affection of the 

eye, and even the presence of hysterical stigmata does not 
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make for the diagnosis of a special hysterical affection, unless 

it is certain that no organic disease is impending. I am anxious 

to convey the impression that true hysteria is after all an in¬ 

frequent disease. 

General hysterical affections may be diagnosticated not only 

by the presence of the special stigmata to which I have re¬ 

ferred, but also by an association with certain symptoms, and 

possibly by the absence of some, the presence or absence of 

which we know to be incompatible with the assumption of an 

organic affection. I have frequently had occasion in my 

clinics to lecture upon a young Russian girl who had de¬ 

veloped atrophic paralysis of the right lower extremity, with 

the loss of reflex and changes in electrical reactions. In the 

right upper extremity she developed, some years later, a 

paralysis without atrophy and without electrical changes, but 

with marked regional anesthesia. The paralysis of the leg was 

due to poliomyelitis; the affection of the upper extremity was 

distinctly hysterical. 

While hysteria may simulate many other diseases, and may 

exhibit innumerable symptoms, we may assert that deep re¬ 

flexes are never lost in hysteria, and that electrical reactions 

are never markedly altered. Is there any special symptom or 

association of symptoms in ocular hysteria by means of which 

we may positively diagnosticate hysteria and exclude organic 

disease of the eye, or vice versa? Great variability of the symp¬ 

toms is an argument in favor of the hysterical character of an 

ocular affection. A ptosis that comes and goes in relatively 

short intervals, an amblyopia that disappears one day and re¬ 

turns the next, or a field of vision that is contracted to-day and 

much enlarged to-morrow, all such conditions are likely to 

be hysterical. If any of these conditions becomes permanent 

or chronic, it is, on that account, no less hysterical than is a 

paraplegia, which often lasts months, sometimes years. An 

unusual combination of ocular symptoms is also suspicious; 

thus, in a case of my own, photophobia, with a partial ex¬ 

ternal ophthalmoplegia, offered good reason to doubt the or¬ 

ganic nature of the affection. A patient described by Janet 

exhibited an internal hemianopsia, asthenopia, spasm of con¬ 

vergence, monocular diplopia, hemimacropsia and hemimi- 



FUNCTIONAL CONDITIONS OF THE EYE. 335 

cropsia—an association of symptoms that no one would ever 

dream of attributing to organic disease. It would be still more 

desirable if we could point to a single ocular symptom which 

would positively militate against the diagnosis of hysteria pure 

and simple, as the loss of the knee-jerk does against hysterical 

paraplegia. The pupillary reflexes would seem to serve such 

a purpose. It is an action not subject to the will, and should 

by rights be beyond the influence of hysterical derangement. 

In my own experience, I have never seen an abolition of the 

light reflex in hysterical conditions, and it may be allowed 

that it is not impaired in the majority of functional states. But 

several reliable observers have reported a disturbed pupillary 

reflex in purely hysterical states. 

Dujardin21 described the case of a girl, 24 years of age, sub¬ 

ject to attacks of amaurosis. During such attacks he noted a 

paralytic mydriasis. If the observation be correct, this my¬ 

driasis must be considered to be independent of the amauro¬ 

sis ; but is it not possible that hysterical amaurosis may in 

some instances be due to the fatigue of the retinal elements, 

a supposition which cannot be discarded off-hand? Parinaud 

recorded a paralytic mydriasis in a case of hysterical ophthal¬ 

moplegia. Mendel22 reported the transitory and absolute loss 

of the light reflex in an hysterical girl; while Donath23 described 

a similar condition in a teacher 24 years of age. In her the 

right pupil was dilated and would not contract during ac¬ 

commodation. After a while, the right eye would react, and 

the left eye would be disturbed in a similar fashion. In this 

patient there was also a continuous right hemianesthesia. 

Wilbrand, whose careful observations are beyond doubt, 

records a spastic miosis, with sluggish reaction to light, in a 

typical hysterical patient. Schwarz,24 though skeptical re¬ 

garding all hysterical conditions, believes that the occurrence 

of a spastic miosis, in association with a spasm of accommoda- 

21 Dujardin, Journal de Sciences Med. de Lille,Vol.V., 1889, quoted 
by Wilbrand and Saenger. 

22 Mendel, Deutsche Zeitschr. f. prakt. Med., 1874, No. 47 (quoted 
by W. & S.). 

23 Donath, Wiener med. Presse, 1892, No. 1. 
24 Schwarz, “Die Bedeutungder Augenstoerungen fur die Diagnose 

der Hirn u. Ruckenmarkskrankh.,” Berlin, 189S, p. 83. 
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tion and convergence, has been established by the case of 

Galezowski.25 I have been greatly impressed by the strictures 

of Schwarz, who contends that a paralytic and non-toxic con¬ 

dition of the pupil can be safely diagnosticated only if such a 

pupil responds to the action of pilocarpine or eserine. Nonne 

and Beselin26 record a case of left-sided mydriasis with paraly¬ 

sis of convergence, in which they were careful enough to ex¬ 

clude the possible use of atropine. Fere 27 insists that the 

pupils contract during the first stage of an hysterical seizure 

and become dilated as soon as the general convulsive move¬ 

ments set in. From this view there are dissenting opinions, 

and my own experience would not lead me to agree with it.* 

Whether or not the pupillary reflexes are subject to hysteri¬ 

cal derangement,! some of the observations just referred to 

will not permit us to diagnosticate organic disease and rule 

out hysteria because the pupillary reflexes are altered. On the 

other hand, hysterical patients may develop tabes, or multiple 

sclerosis, or even dementia paralytica, in which case disturbed 

pupillary reflexes would have a far graver significance. Nor 

are hysterical subjects immune to syphilis ; and Oppenheim has 

described the condition of an hysterical woman who exhibited 

complete immobility of the pupils, evidently due to cerebral 

syphilis. There are pitfalls innumerable. All the more rea¬ 

son, therefore, why the subject should receive the closest pos¬ 

sible attention at the hands of the oculists. I have often 

claimed that the pupil should be studied most carefully with 

reference to the special information it may give regarding the 

presence of constitutional syphilis; and although other phy¬ 

sical symptoms may be absent, its possible bearing upon the 

diagnosis of hysteria should supply a further incentive to its 

most attentive consideration. 

Let us now pass to the discussion of other functional de¬ 

rangements of the ocular muscles. It has been intimated be- 

* Since the above was written, Spiller has recorded a carefully 
observed case of hysterical hemiplegia with rigidity of the pupil (Phila¬ 
delphia Med. Journal, January 14 1899). 

f Cf. also A. Westphal Berliner kl. Wochenschrift, 1897, pp. 1024, 
1052. 

26 Galezowski, Progr. med., T878, p. 39. 
26 Nonneand Beselin, quoted by Schwarz; loc. cit., p. 84. 

27 Fere, Gaz. med., 1881, No. 50, p. 703. 
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fore that hysteria may produce either a spastic or paralytic 

condition. Among the former, the spasm of convergence is 

the most frequent. Internal squint is common enough, and 

needs to be differentiated from paralysis of the external recti 

by careful testing of the double images. Miosis and a spasm 

of accommodation may be associated with the former, but does 

not occur with paralysis of the rectus externus. Monocular 

diplopia and polyopia, micropsia and macropsia are recorded 

as occasional subjective accompaniments of this condition. 

The relation which these symptoms bear to the anatomical 

structure of the lens, you will not expect me to dilate upon. 

A paralysis of convergence has not been observed in hysterical 

patients, but in neurasthenics it has been recorded by Pari- 

naud, who also notes the occurrence at the same time of a 

preserved reflex to light, while the reaction during accommo¬ 

dation was lost. I have the records of two exactly similar 

cases among my neurasthenic patients, but I was not able to 

interpret the condition until I have been enlightened by the 

observation of Parinaud. Conjugate deviation of both eyes is 

commonly observed in hysterical seizures. In one of my pa¬ 

tients, a young girl of 18, such deviation to the left persisted for 

a full hour after the attack, and disappeared after a sound sleep. 

The seizure which I witnessed was not of an epileptic character. 

It is rare, however, for such deviation to persist for any con¬ 

siderable period of time. 

Hysterical ptosis may be the result either of spasm or of 

palsy, spasm of the orbicularis palpebrarum, or palsy of the 

levator. Parinaud27a is responsible for the term “ptosis pseudo- 

paralitique;” and Charcot has shown that in cases of apparent 

ptosis due to spasm, the eyebrow is elevated and not depressed 

as in general ptosis. The skin of the upper lid is thrown into 

folds and is not smooth as in the paralytic form. Fibrillary 

twitchings in the upper lid are common, although these occur 

much more frequently in neurasthenia than in hysteria. In my 

own experience, which is necessarily limited, hysterical ptosis is 

due as often to spasm as to palsy. I have been impressed by the 

factor of exhaustion in several of such cases, and cannot forego 

*7a Parinaud, Gaz. hebd. de med., 1877, Nos. 46, 47. 
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the opportunity of mentioning the resemblance of these 

hysterical affections to a ptosis which has recently been de¬ 

scribed as one symptom of myasthenia gravis, in which many 

of the muscles supplied by the cranial nerves show a weakness 

due to exhaustion. The majority of neurologists will surely 

not join Moebius in the belief that there is no such thing as 

hysterical ptosis. Oppenheim has recently stated that in 

hysterical paralytic ptosis the upper lid becomes retracted if the 

head is tilted backward, a symptom which will well bear further 

scrutiny. 

In view of the frequent occurrence of ptosis in the early 

stages of tabes, in multiple sclerosis and in brain syphilis, the 

diagnosis between hysteria and these conditions should be es¬ 

tablished with the greatest care. I repeat that variability in 

the symptoms, the existence of other stigmata of hysteria, will 

be valuable aids in proving the diagnosis. Recurrence and re¬ 

lapses are, however, not unknown in syphilitic affections of the 

brain, more especially in those forms which involve the cranial 

nerves at the base. 

The existence of an hysterical paralysis of the external 

ocular muscles has been warmly defended by French writers 

and by several German authors, notably Wilbrand and Saen- 

ger. But many others, including Mauthner,28 Schwarz (loc. 

cit.) and Schmidt-Rimpler,29 concede that such palsies may oc¬ 

cur, but contend the case has not been sufficiently proved. A 

short synopsis of a well authenticated case by Wilbrand and 

Saenger will give you the facts. It remains for you to endorse 

or dissent from the diagnosis: 

A young lady, 25 years of age, had been subject to spells 
of crying and weeping at the age of puberty, and had suffered 
from a number of nervous disturbances. At the age of 20, she 
began to experience trouble with her eyes, which was not re¬ 
lieved by glasses. At the age of 23, Wilbrand made out an 
isolated paralysis of the inferior oblique of the left eye, with all 
its characteristic symptoms. The false image was above the 
true, the upper end of the former inclining laterally. The dis¬ 
tance between the double images increased with adduction. 

28 Mauthner, Deutsche Arch. f. kl. Med., XXI. 
29 Schmidt-Rimpler, “Die Erkrankungen des Auges, in Nothnagel’s, 

Specielle Pathologies etc., Vienna, 1898, p. 256, et seq.” 
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Prisms brought relief for a time. After relapse of a year, the 
same patient exhibited an isolated palsy of the superior oblique 
of the right eye. At this examination Wilbrand also noted a 
moderate contraction of the visual fields. Left vision was 
20-50, right vision, 20-30. The pupils and the fundi were nor¬ 
mal. In addition, there was marked anesthesia of the right 
half of the body, more especially in the right arm, in the 
hand and in the head. Treatment by powerful suggestion 
brought about the cure of the palsy in a few weeks, while the 
sensory disturbances and the concentric limitation of the visual 
fields persisted. 

Schwarz, in criticising this case, is dissatisfied because it 

took several weeks to cure the patient. Suggestions need not 

work instantaneously; moreover, the sensory symptoms per¬ 

sisted in this case because they were in all probability not 

made the subject of suggestion. The cases of Parinaud, Borel 

and Nonne will also pass muster as typical hysterical ocular 

palsies. 

I would not worry you with detailed histories, but let me 

review briefly the condition of a patient whom I presented 

hurriedly some months ago.30 After a more thorough ac¬ 

quaintance with the literature of the subject, I find that our 

patient presents a number of specially valuable symptoms. In 

no other case do I find so clear a history of the sudden and 

emotional onset of the disease, a mode of origin which seems 

to me to argue largely in favor of the hysterical nature of the 

disease. The patient was kindly referred to me by Dr. Marple, 

to whom I am al^^riindebted for the careful ophthalmoscopic 
examination ?><T for the charts of the visual fields: 

The patient—F. S.—is 51 years of age. For many years he 
has been a heavy drinker of beer; also gives an uncertain his¬ 
tory of previous specific infection. He has been married dur¬ 
ing the past 27 years. His first wife, who is said to have had 
a left ocular palsy, died from a paralytic stroke about seven 
years ago. Six years ago he married his second wife. The 
patient led a regular life; attended to his business as a liquor 
dealer. At one time he weighed 300 pounds; now he weighs 
230 pounds. He was in good health until January 12th, 1898. 
On that day he attended the funeral of a friend. While stand¬ 
ing on the sidewalk, waiting for the coffin to be carried out, 

30 This Journal, 1898, p. 452. 
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he noticed a flash of light before his eyes, began to see double, 
felt slightly dizzy, and could not look into the light. At no 
time did he lose consciousness. He was badly frightened; 
knew that he had the same trouble from which his first wife 
suffered, and of which she died. Some friends assisted him to 
his home. On his arrival, he found that both eyelids drooped; 
the photophobia was intense, and this symptom was the most 

Fig. II.—Case of Marple and Sachs; functional ophthalmoplegia; 
left hemianesthesia and hemianalgesia. 

distressing for many weeks. At the time of my first examina¬ 
tion (March 5, 1898), the following record was made: 

Double ptosis. When asked to look up, makes a great but 
unavailing effort; slowly raises the entire head, but does not 
use the frontales muscles, as patients with ptosis ordinarily do. 
After repeated commands, manages to raise the eyelids a little, 
but does not do so again, though requested to do so frequently 
during the course of a long examination. On lifting the eye- 
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lids with the fingers, it is seen that the axes converge slightly. 
Conjugate movement of the eyes to the left is imperfect; to the 
right the movement is performed easily. Upward and down¬ 
ward movements of both eyes are slightly limited and done in 
a jerky manner. Testing the eyes singly, it is noticed that the 
1. rectus externus moves the eye about half its normal dis¬ 
tance. All other movements are performed more satisfactorily; 
but the movements are jerky, and at times succeed very much 
better than at others; muscles appear to be easily fatigued. 
The pupils are slightly irregular in contour; they react, though 
feebly, to ordinary light, but contract promptly during ac¬ 
commodation. The consensual reflex good. Dr. Marple re¬ 
ports that there are ''no fundus changes. There is some appar¬ 
ent contraction of the visual fields. He has no central color 
scotoma, and his visual fields for color show no marked 
peculiarity. He has some choroidal changes, such as are usual 
in myopes. He also has some astigmatism. 

Left vision is 20/40; with-i D.cyl. ax. 90=20/30. 

Right vision is 20/40; with-i D.cyl. ax. 90=20/30/’ 

A complete examination of the patient did not reveal any 
palsy in any other part of the body; the reflexes were normal, 
and there was no ataxia. Gait and station were normal. The 
head was held in a rigid position, with a slight curve to the 
right, from an evident desire to avoid the light. The only 
other symptom was a complete left hemianesthesia, with the 
exception of the left cornea, which was sensitive to touch. In 
every other part of the left half of the body, including the left 
nostril and the left half of the tongue, severe pricks with a pin 
were not felt. Touch, temperature and muscular sensations 
were normal in both halves. In the further progress of the 
case (to May 1, 1898), few changes were observed until after an 
attempt had been made to effect the trouble by hypnotic sug¬ 
gestion. 

A few weeks ago I sent for the patient again, and found that 
his condition had changed considerably; that the ptosis had al¬ 
most entirely disappeared, and that he could move his eyes very 
much more freely in all directions. The pupils reacted 
promptly to light, and he had not been troubled with double 
vision since the time of the last examination; the photophobia 
had disappeared, and the hemianalgesia had also improved 
to such an extent that he was only a little less sensitive to the 
pin test on the left side than on the right. While attending a 
picnic during the summer months, he stumbled and was se¬ 
verely shocked. To this accident he attributes the improve¬ 
ment, and not to the previous treatment. I will not dispute 
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this theory, and am satisfied to record that another emotional 
incident was responsible for the diminution of his symptoms. 

In view of the alcoholic and possible specific history of the 

patient, it was natural to think first of the possibility of an or¬ 

ganic lesion; but the sudden origin of the palsies, amid 

emotional excitement, the unusual variability of the symptoms 

during a single examination, the palsy of movements rather 

than of single muscles, the preservation of pupillary re¬ 

flexes, the normal functionating of several muscles supplied 

by the third nerve, in spite of the marked ptosis, militated 

against the diagnosis of an organic ophthalmoplegia. More¬ 

over, no organic lesion could account for the intense photo¬ 

phobia in the absence of all disturbances of the external eye. 

The contraction of the visual fields was slight, but sufficient to 

corroborate the diagnosis. The presence of hemianalgesia, and 

the improvement, either by suggestion or by an emotional ac¬ 

cident, argue also in support of the diagnosis of a functional 

partial ophthalmoplegia. 

Up to this time we have discussed only motor affections 

of the eyes, supposed to be due to hysteria. It now remains to 

consider sensory affections. Among these, the most import¬ 

ant are the concentric limitation of the visual fields, the dis¬ 

turbance in perception of colors, and, above all, the forms of 

amblyopia and amaurosis. A few facts, safely beyond dispute, 

shall be briefly mentioned. 

The concentric limitation of the visual fields is one of the 

most constant symptoms of hysteria—in fact, so common a 

symptom that the diagnosis of the major disease is often based 

upon it. Dana,31 among others, considers the contracted visual 

field to be the most frequent stigma of hysteria. It is not, how¬ 

ever, pathognomonic of this disease, for it occurs in other con¬ 

ditions, notably in various forms of traumatic neuroses, which 

are not always mere varieties of traumatic hysteria. 

According to Parinaud, central vision is never diminished, 

however narrow the field may be; while Wilbrand believes that 

the acuity of vision is generally diminished in these hysterical 

forms of retinal anesthesia. There is complete agreement as 

to the symmetrical character of this special visual disturbance. 

31 “Textbook of Nervous Diseases," 4th Ed., p. 480. 
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Charcot's claim that limitation is greater on the side of the 

tactile anesthesia has been copied by many writers, but has 

not been corroborated by a majority of those who have taken 

the trouble to investigate the matter for themselves. 

The color fields in hysteria are also limited and altered in 

a very peculiar fashion, and not necessarily in the proportion 

to the amount of concentric limitation. Green and violet are, 

as a rule, the first to be lost, but red is often recognized when 

blue is not. I have under observation at the present moment 

a young hysterical woman who has ample visual fields, but has 

lost all appreciation of colors, except for red and white. Wil- 

brand insists, that the preference for red is not characteristic 

of hysteria, and that it occurs in neurasthenia and in other gen¬ 

eral neuroses. Up to the present time I have not been able to 

confirm this statement. 

In addition to the concentric narrowing of the visual fields 

and to the changes in perception of color, there may be every 

other possible form of visual field defect in hysteria. Freud, 

as late as 1893, expressed the opinion that hemiopic defects 

have not yet been described in hysteria, and never will be. Last¬ 

ing hemiopia is surely an extreme rarity in hysteria. Janet's 

case, to be referred to later on, is much to the point, and it is 

well to note that Dejerine and Vialet32 have described a special 

form of functional hemianopsia in neurasthenia and traumatic 

neurosis. Nasal hemianopsia and other forms of irregular 

scotoma have been recorded. The very oddity of the visual de¬ 

fect is of itself suspicious of hysteria, but chiasm lesions should 

in such cases not be lost sight of. The association of an irreg¬ 

ular or unusual visual defect, with other ocular anomalies 

known to be due to hysteria, may be considered to be confirma¬ 

tory of the diagnosis. Janet's case, which was also examined 

by Parinaud, is most instructive. The patient was a woman, 42 

years of age, with marked sensory changes in the right half 

of the body, who complained of not being able to see objects 

except such as were to the left of her. The perimetric exam¬ 

ination showed a concentric limitation of both fields, more pro¬ 

nounced in the right, with obscuration of the nasal half of the 

field. The same patient, exhibited micropsia (probably due to a 

32Comptes rendus de la Soc. de Biologie, July 28, 1894. 
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spasm of accommodation, to a spasm of the ciliary muscle), 

also deafness with complete anaesthesia of the same ear (exter¬ 

nally); and the author, philosopher as he is, has much to say 

about the loss of binocular vision. From his point of view, the 

inability to fuse the image of one eye with that of the other be¬ 

ing a return to a lower animal state. Of the hysterical nature 

of all the symptoms in Janet’s''52a case there can be no reason¬ 

able doubt. 

Concentric limitation of the visual fields may ultimately 

give rise to an amblyopia or an amaurosis. I am convinced, 

however, that only a few of the cases of hysterical amaurosis 

are developed in this way. It is especially characteristic of the 

latter that they come on with extreme suddenness, and often 

vanish as quickly. They are, however, not always transitory, 

and it is to the forms of more or less chronic amblyopia of hys¬ 

terical origin that I wish to direct special attention; for these 

are the forms that have given rise, and justly so, to vehement 

discussion. If the diagnosis of hysterical amaurosis is to be 

upheld, several conditions should be considered: 

First, the somewhat sudden development of the condition 

often amid, or subsequent to, emotional excitement. Sec¬ 

ondly, the ophthalmoscopic findings should be negative, and 

must remain negative for a prolonged period of time; and, 

thirdly, -even if these conditions be fulfilled, it is well to make 

certain that there is nothing else in the course of development, 

and that there are some other indisputable signs of hysteria 

present, though the presence of the latter need not preclude the 

possibility of organic trouble. The oculists have naturally sug- 

gestedvarious tests for the purpose of detecting hysterical blind¬ 

ness—>the use of the screen ,“boite de Flees,” etc. If hysterical 

patients recognize objects (under a peculiar form of stereoscope, 

for instance) which those who are blind from organic disease 

do not see, the former are not necessarily guilty of deception or 

of simulation. They do not perceive the retinal images; or, as 

Schweigger, with the oculist’s reservation and mental smile, 

puts it, “they see if not aware that the Wind eye has been en¬ 

gaged -in the visual act.” At all events, let it be distinctly un¬ 

derstood that the idea that they cannot see is the governing 

32a<< NevrOSes et Idees fixes,” Paris, 1898, p. 270, et seq. 
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and predominant factor. The blindness is for the time being 

as real to them as is the amaurosis of a tabic patient. 

That complete hysterical amaurosis is rare is surely 

true. Several of my hysterical patients have made statements 

to me of having passed through a period of complete blindness 

after certain injuries, after the menstrual period, etc.; but I 

have actually seen it but once in a young girl of 18 subject to 

ophthalmic migraine, in whom a severe attack of sick headache 

was followed by an hour's absolute blindness. The hysterical 

character of this trouble was rendered probable by the fact that 

at the same time the girl exhibited marked segmental an¬ 

esthesia. 

Mendel (loc. cit.) recorded the case of a girl, 26 years of 

agt, who was delirious and maniacal at times. There were no 

changes in the fundus. The pupils were variable in size and 

in their response to light. During eight months the girl was 

blind; so says the neurologist Mendel—a competent, impartial 

observer. 

Mauthner, with the skepticism peculiar to oculists in this 

matter, accuses the girl of simulation, because she winked oc¬ 

casionally when the finger was near the eye; and Schmidt- 

Rimpler (loc. cit., p. 259) thinks she may have been amaurotic 

for a time, recovered, and may then have simulated her former 

illness. Schmidt-Rimpler is less severe in his criticism of a 

case of Jacobson, which seems much more doubtful to me. 

This patient was an unmarried woman of 30, who became 

totally blind and remained so for several weeks. There was 

not even perception of light, and no reaction of the markedly 

dilated pupil; no retinal changes. That markedly dilated pupil 

would lead me to suspect either some deep-seated organic trou¬ 

ble or some drug influence. Oppenheim, who is skeptical 

enough as regards most medical questions, describes the dis¬ 

ease of a patient in whom blindness lasted for months, and once 

over three years, and who had passed through thirteen at¬ 

tacks of blindness in ten years (loc. cit., p. 738). 

I would prefer not to accept as a fact the occurrence of com¬ 

plete hysterical amaurosis of months' duration until more con¬ 

vincing cases shall have been brought forward. We are apt ro 

doubt such occurrences until satisfied by personal experience. 
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Such was my own attitude in former years with regard to hys¬ 

terical ophthalmoplegia. However skeptical we may be with 

regard to complete hysterical amaurosis, the unilateral form is 

acknowledged by all. As a rule, these patients are as much 

surprised by the onset of this trouble as though they had been 

suddenly afflicted with organic blindness. Parinaud has shown 

that the amblyopic eye may not exhibit its defect in binocular 

vision. Herein was supposed to be evident proof that the uni¬ 

lateral amblyopia was sheer simulation, and nothing else. But 

this argument has been most clearly disproven by Morton 

Prince (loc. cit.), who found unilateral amblyopia in a patient 

who had just made an application for a position on the Boston 

police force, who had excellent vision with both eyes open, but 

when each eye was tested separately marked amblyopia was 

revealed. Putnam and Wadsworth vouch for the correctness 

of this observation. 

We must bow to such evidence as this, unless the oculists 

will give some other explanation of such an occurrence. On 

the other hand, I am thoroughly in sympathy with those oph¬ 

thalmologists who would not make the diagnosis of hysterical 

amaurosis, if there be the least reason to suspect either some 

form of toxic amblyopia, a retrobulbar neuritis, or an incipient 

tabes, or multiple sclerosis. I will take it for granted that a 

careful examination will be made to exclude the presence of 

these organic diseases, and, for my own part, would never give 

an opinion upon any case of visual defect without at least ex¬ 

amining the deep reflexes and the reactions of the pupil. In 

tabes, optic atrophy is, as a rule, coincident with the develop¬ 

ment of sight defect, though the reverse is even more gen¬ 

erally observed that there is only a very slight, or possibly 

no, visual defect for some time after the ophthalmoscope re¬ 

reveals incipient changes. It is well, however, to remember 

in this connection that a number of authors have recorded dis¬ 

turbances of vision in multiple sclerosis at a time when the 

ophthalmoscope revealed little or nothing. But at this early 

period of a multiple sclerosis other and sufficient signs would 

be found present. Above all things else, brain tumors should 

be ruled out before the diagnosis of hysteria is made. 

There will be little confusion in attempting to make the dif- 
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ferential diagnosis between hysterical affections and the other 

diseases just mentioned, with the one exception of retrobulbar 

neuritis. It has been a surprise to me to find how little the 

writers on ophthalmology have to say on this subject; and 

yet, it is the one disease which may simulate hysteria most 

closely, for it gives rise to central and paracentral scotomata, to 

painfulness of the eye to touch, to photophobia, and to vague 

pains on movement of the eye muscles—all these symptoms 

being very much like those met with in pure hysteria. One 

distinction, according to Wilbrand, is to be found in the fact 

that the central and paracentral scotomata do not occur in 

functional diseases of the nervous system, but in the latter 

irregular and circular defects are much more common. 

Leber,33 a number of years ago, referred to the occurrence 

of peripheral optic nerve affections in hysterical patients. These 

patients exhibited marked unilateral amblyopia, dependent 

upon central scotomata, eventually leading to a white discol¬ 

oration of the papilla. Higier,34 of Warsaw, has detailed the 

condition of a patient who developed double optic neuritis after 

marked emotional excitement. The patient, a man 38 years 

of age, was totally blind, but recovered vision within a year 

under the influence of atropine and strychnine. Hysterical 

patients may develop retrobulbar neuritis, but it would be con¬ 

trary to all our conceptions of hysteria if we were to consider 

this retrobulbar neuritis an integral part of the hysterical neu¬ 

rosis. Of all the questions which I have encountered in the 

course of my studies on this subject, none has puzzled me as 

much as the differential diagnosis of hysteria from retrobulbar 

neuritis, and the possible relation of the two forms to each 

other. It seems to me that oculists will do well to pay further 

attention to this special division of the subject. 

Two patients, whom I have had occasion to observe with 

Dr. Marple, will serve to illustrate the difficulties to be en¬ 

countered in the attempt to judge of ocular hysteria. These 

two patients presented marked visual disturbance, without 

perceptible changes in the fundus; yet it is doubtful whether 

either one of these cases can be claimed to be an example of 

hysterical amblyopia or amaurosis. 

33 Arch. f. Psychiatrie, Bd. 24, Heft., 2. 
34 Higier. Neurolog Centralblatt, 1898, p. 389. 
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The first patient was a man who had become suddenly 

amblyopic after having taken large doses of quinine, but the 

fact of his having taken this drug was ascertained only after 

much questioning, and some time after the first examination. 

The second patient was one referred to my clinic, a few 

weeks ago, by Dr. Marple. A laundress, single, aged 52 years, 

woke up one morning to find herself totally blind in the left 

eye. There was no other subjective or objective symptoms. 

The patient is a thoroughly sensible, hard-working woman, 

presenting no characteristics of hysteria, and exhibiting not a 

single stigma; nor was the onset of the blindness preceded by 

any great emotional excitement. On this account, I was loath 

to make the diagnosis of hysterical amblyopia, and suggested 

the possibility of some retrobulbar trouble. All the pupillary 

reflexes, including the consensual reflex, are present. The 

total blindness seems, after a lapse of four weeks, to be reced¬ 

ing, for the patient now has perception of large objects in a 

small portion of the nasal field. Dr. Marple is, I believe, in¬ 

clined at present to the diagnosis of retrobulbar neuritis, as he 

has found a pallor of thq optic disc. There is no clew to the 

etiological factor in this case.* 

It was my intention originally to treat of a number of other 

functional conditions, particularly of nervous asthenopia, and 

to speak of the occurrence in neurasthenia of the same condi¬ 

tions which are observed in hysteria. But 1 fear that I have 

already exceeded the limits of this address and will, therefore, 

content myself with having shown that hysteria does occa¬ 

sionally involve the eyes, that it may produce motor and sen¬ 

sory ocular phenomena, and that these should be judged by the 

same standard which would apply to hysterical symptoms in 

other parts of the body. Hysterical ophthalmoplegia has been 

observed in a number of cases in which no other diagnosis 

could justly have been made, and the presence of general 

hysterical symptoms in these cases lends color to the diagnosis. 

The hysterical character of these ophthalmoplegias is proved, 

moreover, by the presence or absence of symptoms which 

* In still another casein spite of the most careful and repeated ex¬ 
aminations, by a most competent observer, a functional trouble was 
diagnosticated until several months later the indubitable signs of 
brain tumor appeared. 
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would not be compatible with the assumption of an organic 

nuclear or root ophthalmoplegia. As for hysterical amaurosis, 

the unilateral form is confirmed beyond doubt, while there is 

some reason to doubt the occurrence of complete and chronic 

hysterical amaurosis. The relation of retrobulbar neuritis to 

hysteria needs further study. But I trust I have said enough 

to impress you with the fact that while I am not at all in favor 

of establishing the diagnosis of hysteria except on the safest 

possible grounds, it will not do to turn our faces against the 

possible occurrence of hysterical ocular affections for no other 

reason than that we have inherited since our earliest medical 

days a certain dislike and disdain for all phenomena of an 

hysterical nature. 

Lastly, let me remind you that while hysterical patients may 

simulate, it would be a grievous error to make hysteria synony¬ 

mous with simulation. 

106. Tubercule primitif de la moelle: m&ningite tuberculeuse se- 

CONDAIRE, TUBERCULOSE CONCOMITANTE DES GANGLIONS BRONCHIQUES, 

DE LA PLEVRE, DU POUMON, DU FOIE, DE RATE ET DU REIN DROIT 

(Primary Tubercle of the Spinal Cord: Secondary Tubercular 
Meningitis, etc.). Aniel et Rabot. (Lyon Medical. 88-1898, p. 605). 

The patient was an infant nine months old when admitted to the 
hospital. A month before, the mother had noticed that the child no 
longer moved the left leg, and the physician consulted made a diagnosis 
of infantile spinal paralysis. On the morning of the day of entrance 
into the hospital the child had a convulsion lasting about ten minutes. 
Examination on entrance revealed very little except some general 
restlessness and agitation and the paralysis of the left lower extremity, 
but a diarrhea that had begun four days previously continued. In the 
paralyzed member there was some atrophy, loss of the knee-jerk, pres-* 
ervation of the plantar reflex, some contracture of the calf muscles and 
apparently normal sensation. The knee-jerk on the right side was 
exaggerated, sphincters normal. After admission the general condi¬ 
tion became rapidly worse, one symptom of meningitis after another 
appeared, until at the end of a week the picture of this disease was com¬ 
plete and the child died nine days after admission. 

The autopsy revealed a luxuriant cerebro-spinal tubercular menin¬ 
gitis, numerous enlarged and caseous bronchial glands, tubercles in 
pleura, lungs, spleen, liver and one kidney, and in the lumbar enlarge¬ 
ment of the cord a tubercular mass, diffluent in the center. This ag¬ 
glutination of tubercles, or solitary tubercle, occupied the interior of 
the left half of the cord, the exterior appearing normal and the right 
side not invaded, which readily accounted for the monoplegia. The 
author thinks that the condition of this medullary tubercle indicated it 
as the point of primary infection and dissemination. Patrick. 


